We thank to author(s) for contribution and criticism on our original investigation entitled "Effect of lifestyle modifications on diastolic functions and aortic stiffness in prehypertensive subjects: a prospective cohort study". Prehypertension has been shown to increase the risk of coronary artery disease and myocardial infarction (1). Six months of therapeutic lifestyle changes (TLSC) has been shown to reduce cardiovascular risk in patients with prehypertension (2, 3). There are some studies in which 24-hour urinary sodium excretion was followed during salt restriction (3, 4). On the contrary, some investigators did not follow 24-hour urinary sodium excretion (2, 5). Surely, it would be better to restrict salt followed by urinary sodium excretion. Unfortunately, 24-hour urinary sodium excretion was not monitored in our study because it was rejected by 40% of the participants. However, it should be noted in our study that salt restriction was applied to the control of a dietician.
To the Editor, We thank to author(s) for contribution and criticism on our original investigation entitled "Effect of lifestyle modifications on diastolic functions and aortic stiffness in prehypertensive subjects: a prospective cohort study". Prehypertension has been shown to increase the risk of coronary artery disease and myocardial infarction (1) . Six months of therapeutic lifestyle changes (TLSC) has been shown to reduce cardiovascular risk in patients with prehypertension (2, 3) . There are some studies in which 24-hour urinary sodium excretion was followed during salt restriction (3, 4) . On the contrary, some investigators did not follow 24-hour urinary sodium excretion (2, 5) . Surely, it would be better to restrict salt followed by urinary sodium excretion. Unfortunately, 24-hour urinary sodium excretion was not monitored in our study because it was rejected by 40% of the participants. However, it should be noted in our study that salt restriction was applied to the control of a dietician.
In our study blood pressure reduction was achieved with TLSC. In accordance with the study of Bavikati et al. (6) , TLSC resulted a decrease in both systolic and diastolic blood pressures (BP). Similar to our work, smoking, alcohol use, insulin, C-reactive protein (CRP), urinary sodium excretion, liver and renal functions of participants were not evaluated at baseline and 6 th month of their study. Since our primary goals were to evaluate aortic stiffness and diastolic parameters response to TLSC, we did not investigated additional parameters such as homeostatic model assessment (HOMA) index, hsCRP or sTWEAK, and some details were not presented. Five male participants were alcohol consumers and 18 were smokers at the beginning of the study and both alcohol consumers and smokers quitted alcohol consuming and smoking in two weeks after participation. In addition, all study subjects' liver and renal functions were normal. Those with abnormal liver and renal functions were not included in the study. We found critics rightful in regard to insulin resistance and some serum inflammatory markers. Surely, it would have further validated our findings, if we had evaluated these parameters.
At the end of the study, we considered that we have reached our goals in terms of TLSC. Although, the decrease in body mass index did not reach statistical significance, participants had significant reduced waist circumference. Decreased waist circumference has been shown to reduce cardiovascular risk. Furthermore, it has been shown that exercise may reduce blood pressure independent of weight loss.
Patients often exercised as brisk walking at least 180 minutes per week. Patients' plasma glucose, uric acid levels and triglycerides decreased, while HDL levels increased but did not reach statistical significance.
Finally, the author(s) claim(s) that improvement in diastolic functions is due to sodium restriction. Certainly, sodium restriction may play a role in the improvement of diastolic functions. However, we believe that decrease in aortic stiffness and improvements of diastolic functions occur due to lower blood pressures and decreased waist circumference after TLSC. Authors have concluded that the high-density lipoprotein-cholesterol (HDL-C) level needs further clarification in specific age groups without sedentary lifestyle in Turks.
The study is cross-sectional and has good design. But currently we know that nutritional status-saturated fatty acids (SFAs), monounsaturated fatty acid (MUFA), n-6 polyunsaturated fatty acid (PUFAs), n-3 fatty acids, carbohydrate consumption, fructose/sucrose intake, ethanol consumption, weight reduction-has more pronounced effect than sedentary lifestyle on HDL-C levels (2) (3) (4) .
So, if the study has included the above variables (nutritional status) in addition to sedentary lifestyle, results could be more valid. Firstly, we agree with the author about the effects of dietary factors on HDL-C. However, our study had a retrospective design examining the results of blood tests, anthropometric measurements as well as the questionnaires, which were given the military personnel during their routine health examination. Therefore, we had a very limited amount of information on dietary habits of the participants.
Secondly, although controlled studies show that HDL-C changes with the life style factors the magnitude of this change is small compared to other lipid parameters. In addition, it is difficult to control dietary habits for long years in real world. Furthermore, despite very different dietary habits in different regions of Turkey, cross sectional epidemiologic studies found similar HDL-C levels among these regions (2) .
Thirdly, the main focus of our study was that, although Turkish population was regarded as a population with characteristically low HDL-C in relatively old studies (2, 3), we don't think so according to the recent epidemiologic studies including ours (4) (5) (6) . In addition, what we observe in our daily clinical practice is HDL-C changes little and stays within a narrow band during follow-up of the patients. The interesting finding of our study came out as a result of comparison the lipid levels of military school students whose age was 21.4±4.5 years, and military professionals with the age of 35.3±6.9 years. Although this comparison is not a longitudinal analysis of the same population, considering the professionals had been recruited to the military school with the same criteria, we speculated that they might have been similar to the current military school students. Despite older age, higher weight and waist circumference, less exercise levels, the HDL-C was the only lipid parameter that was similar between two groups. As can be seen in the article, all of other cardiovascular risk factors were different and were in negative direction in professionals in terms of CV risk.
So, we believe that a.) genetics is the major determinant of HDL-C; b.) Turkish population has not low levels of HDL-C, at least not as low as once thought. Of course, it is not fair to ignore the effects of life style and dietary component on this macromolecule. Clearly, we need well-controlled prospective studies with sufficient sample size.
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